The annual admission rate for head injury in the United Kingdom is approximately 300 per 100,000 of the population. ' One in 20 of these injuries warrants transfer to a specialised neurosurgical service.2 Mortality may be as high as 50%. Each year the survivors swell the statistics for the chronically disabled by some 1,500 persons. 4 These are mostly young men of lower socio-economic status. ' Physical handicaps,5 cognitive,6 social"8 and psychiatric sequelae9 "' are often present with differential rates of recovery and variable outcome." The majority of these individuals return home. In many cases a relative has to cope with diverse problems with little support. It has been suggested that relatives cope by adopting defensive strategies such as denial. '2 The relatives' major complaint about the head injured is of behavioural difficulties. '4-'6 Concern is often expressed about lack of temper control and affective changes, with physical handicaps being a less frequent cause for complaint.
Rosenbaum and Najenson'' compared wives of men who had suffered a military head injury with the wives of paraplegics and staff members. Depression was more frequently reported by the head injured wives. Oddy, et al'5 using the Wakefield Depression Inventory'8 also found a high incidence of depression early on in the recovery phase, associated with the relatives' perception of the patients' problems. Unfortunately the sample was skewed towards the higher socio-economic categories and those aged over 40 years were not represented.
Brooks and McKinlay'9 using a seven point selfrating of stress demonstrated that relatives remained moderately stressed for the year following injury, associated with the relatives' perception of the patients' problem. Physical sequelae did not seem associated with high stress reports by relatives.
Social, as well as emotional, consequences have been studied. Rosenbaum and Najenson'7 reported greater disruption" amongst the wives of the head injured compared with controls. Oddy et al7 using a semi-structured social adjustment schedule did not find increased family friction 6 months after injury. They reported the presence of friction however 2 years after injury in a rehabilitation sample. 20 A control group of consecutive mild male head injury admissions and a similarly defined female relative was seen (n = 41). Mild head injuries were defined as those requiring admission to the short stay area of a busy district general hospital for less than 48 hours. The aim was to control for premorbid personality, demographic factors and lifestyle. PTA was too brief in these men to be accurately recorded retrospectively. 
Demography
There were no significant differences using independent sample t tests between patients' and relatives' ages in each of the samples. This is shown in tables 2 and 3.
The social class distribution was similar in both patient (based on their occupation) and relative (based on male head of household's occupation) samples. Comparisons were made using the chi-squared test but because of the very small numbers in social classes I and II, social classes I, II and III were considered together as were classes IV and V. Tables 4 and 5 illustrate this.
Patients' measures
The patients' outcome was assessed by the well-established Glasgow Outcome Scale (GOS).2-s Table 6 shows the outcome categories at three months in both the mildly and severely injured patient populations. The severely injured clearly have a poorer outcome (Mann-Whitney U = 105-5, p < 0-0001).
In order to assess clinical outcome in several different areas, a standardised assessment procedure was devised. This involved assessments of symptomatic complaints, Marital functioning and family unit functioning were significantly worse in the relatives of the severely injured (t = 1-77 p < 0()4, t = 2-14 p < 0.01), and this is shown in table 8. The indications here are of poorer adjustment in the relatives of the severely injured in social roles performed in the family home. Relationships with the family beyond the home, at work and in social and leisure activities are unaffected.
(3) Does the pyschosocial outcome for relatives depend on the nature ofthe relationship to the head injured patient? Of the 42 relatives of the severely injured seen in this study 22 were wives of the patients and 16 were mothers. Amongst the mildly injured there were 23 wives and 15 mothers.
The levels of caseness on the GHQ and Leeds scales were no different when wives and mothers were compared in the severely injured population. Comparisons were next made between mothers and wives of the severely injured with their respective relative group in the control sample. Within the mothers' group, relatives of the severely injured displayed significantly higher Leeds Anxiety scores (t = 2-08, p < 0.02) but the levels of caseness on the GHQ and Leeds scales did not differ significantly (Chi-square). The mothers of the severely injured men did not differ significantly from the control mothers on social functioning, either globally or indeed in individual roles.
Within the wives' group the relatives of the severely injured had significantly higher GHQ scores (t = 1-69, p < 0.05) and Leeds Anxiety scores (t = 1-93, p < 0.03). They were more likely to be a GHQ case (Chi-square = 5.97, p < 0-01) but not a Leeds Anxiety or Depression case. They did not differ in social adjustment, performing less adequately with the family at home, (t = 2-14, p < 0-01).
Discussion
These results show that there is a measurable psychiatric and social impact on the relatives of severe head injury victims three months after injury. The pattern of morbidity is one of mood disturbance together with social role dysfunction in roles performed in the family home. The mood disturbance is anxiety based. Forty-five percent of the relatives of the severely injured men score beyond the Leeds Anxiety caseness threshold. Fifty-seven percent do so on the GHQ, perhaps indicating that others are suffering a more generalised less specific disturbance. The case for a different outcome depending on relationship to the patient is less strong. The evidence here points to wives being more severely handicapped psychosocially compared to control wives than mothers compared to their controls.
These results are not in complete agreement with '5 did not find family friction in their study. Their assessment took place however, rather later (at 6 months), than in the present study, and in a milder and generally different population from the one studied here.
The results of this study support the idea that functioning in the family home was impaired three months after injury. Problems seem to be developing in marital relationships and in relationships with other family members who live in the family home. Social and leisure activities, functioning at work as a parent and with the extended family were not impaired. The difficulties would therefore, seem to be fairly well circumscribed. They do not extend for example, into recreational and occupational activity.
However, the differences between the relatives of the severely injured and those of the mildly injured in terms of social functioning, are not striking. The overriding impression despite early difficulties in marital and close family relationships is of relatives continuing to function ably in a number of different social roles.
There has been no systematic study in the literature of which relationships are more vulnerable to the stresses imposed by head injury patients. Panting and Merry33 and Thomsen"' suggest that wives may be more vulnerable but Oddy etal'5 suggest that there may be a greater impact on mothers. There was no evidence in this study to support the idea of a different pattern of psychosocial morbidity in either group of relatives. There was some evidence, however, indicating that wives sustained a poorer outcome.
In summary, the study provides evidence of a significant psychiatric and social impact on the relatives of men who have suffered a severe head injury when seen at home three months after the injury has taken place. Recovery from severe head injury particularly in terms of social reintegration of the individual has just begun. This paper demonstrates the need for support for Livingston, Brooks, Bond the relatives after severe head injury victims are discharged from hospital. These relatives may require help either for themselves or guidance in managing the patients. Perhaps it might be helpful to see these care-giving relatives as potential full-time nonprofessional therapists.
